INTRODUCTION
One of the most serious complications after abdominal surgery is leakage of intestinal anastomosis that can be lethal and its regarded as a devastating postoperative complication. [1] Anastomosis leakage causes considerable adverse effects on patients' survival. [2] Many factors can affect anastomosis site healing or leakage, for example intraoperative contamination, circulation of intestinal ends, anemia, surgical technic, kind of surgery (elective or emergency), tension in suture line, etc. [12] There is the traditional belief that the early feeding of patients who underwent intestinal resection and anastomosis can be dangerous and induces stress on anastomosis site and makes it prone to leakage, and most surgeons prefer to remaining their patients not permit oral (NPO) for 4-5 days postoperation. but this is not proven yet, even without any feeding, about 2 L of gastrointestinal and pancreatic secretions enter the small bowel daily and transit from anastomosis site, thus feeding has not an important additional adverse effect on anastomosis site resting and even intestinal feeding has many positive effect on wound healing and reduction of sepsis. [3] Post-operative ileus is an important reason for remaining patients NPO in post-operative period, but post-operative ileus is a temporary and clinically unimportant physiologic response, small bowel movement return 4-8 h after surgery, On the other hand, early removal of nasogastric tube can reduce fluid and electerlytes loss and accelerates the resolution of post-operative ileus. [4] Early feeding is more important among children because despite the adults they cannot tolerate more Departments of Pediatric Surgery, Mohammad Kermanshahi Hospital, 1 Imam Reza Hospital, Kermanshah University of Medical Sciences, Kermanshah, Iran than 2-3 days fasting (nutrition only with intravenous crystalloid solutions) and longer fasting period requires applying total parenteral nutrition (TPN) that has its own problems and complications and additional costs.
Safety and benefits of early oral feeding after intestinal anastomosis is approved in many similar studies in the adults. [5] Its safety and usefulness confirmed in few studies in children also. [6] 
MATERIALS AND METHODS
This double-blind study was carried out in paediatric surgical patients from February 2011 to September 2012. Sixty seven children who underwent intestinal resection-anastomosis for various reasons were randomized consecutively to early feeding group (study group) and late feeding group (control group). Most common reasons for intestinal resection anastomosis were: colostomy closure, invagination with gangren, midgut volvolus, intestinal obstruction due to adhision band with irreversible Ischemia, complicated meckel diverticulum, intestinal duplications, strangulated hernia with damaged intestine, intestinal trauma. All children who underwent small bowel or colon resection and anastomosis as elective or emergency were included in the study.
Most of operations were including resection and anastomosis of small bowel (59 cases) and some were colon resection anastomosis, including colostomy closure and colon trauma (8 cases). The exclusion criteria were included comorbidity, septic shock before or after the operation, anemia, severe abdominal contamination during the surgery, the severe discrepancy between the diameter of two sides of intestine and technical problem and difficulty of anastomosis (that judged by surgeon) and severe long lasting post-operative ileus (severe postoperative abdominal distention and vomiting).
All operations performed by same pediatric surgeon, using a similar technic, single layer separate stiches with absorbable sutures (vicryl 3-0 -and 4-0). Antibiotics were given similarly for both groups after the surgery.
Before the surgery, the patients randomly assigned to one of the two groups:
In the early feeding group (study group), patients were initially started on clear fluid only 24 h after surgery and progressed to milk and liquids and then soft and regular diet in next day (after 48 h) in case of abdominal distension and vomiting the regimen was stopped for 1 day and then restarted. In the late feeding group (control group), the patients were kept fasting completely for 5 days and (TPN) was started from 2 nd day for them. In the post-operative period, the patients were visited each 12 h and clinical signs and symptoms such as, time of first stool, vomiting, abdominal distension, fever, wound infection, were assessed. All patients were under observe and monitored for signs and symptoms of anastomosis leakage (e.g., fever, tachycardia, abdominal tenderness and deterioration of general condition) and if suspected, more investigations were done. All complications were recorded. Statistical analysis was performed with SPSS 10.0. To compare specific variables t-test and Chi-square tests were used. In all statistical analyses, a P value of <0.05 was considered statistically significant. The Permission was obtained from the ethical Committee of university and the informed consent was obtained from patients parents.
RESULTS
On a total of 67 patients included in the study, 37 patients were in the early feeding group (study group) and 30 patients in the late feeding group (control group). The mean age of the patients in study group was 17.4 ± 2.43 months and 23.7 ± 3.26 months in control group. There were 20 boys and 17 girls in study group and 19 boys and 11 girls in control group, no significant difference founded in the age and sex between both groups [ Table 1 ].
The mean time of post-operation fasting was 2.5 ± 0.7 days in study group and 5.3 ± 0.6 days in control group, that was significantly shorter in study group [ Table 1 ].
There was one case of anastomosises leakage in each group, both cases of anastomosis leakage underwent reoperation and recovered and we had not any mortality in two groups. There was no significant difference between the minor complications in both groups also [ Table 2 ].
The passage of first stool was significantly sooner in study group, 3.7 ± 1.1 days versus 4.4 ± 1.1 days in control group (P 0.018) [ Table 2 ]. The hospital stay in study group was 5.2 ± 2.1 days but it was 8.3 ± 2.3 days in control group that is significantly longer (P < 0.0001). The hospital costs were significantly more expensive in control group also [ Table 2 ].
DISCUSSION
It has long been believed that cessation of oral intake for at least 4-5 days postoperation in intestinal resection anastomosis has a protective role on anastomosis site, many studies have shown that this hypothesis has no basis on scientific evidence and benefits of post-operative early oral feeding such as immunologic enhancement, decrease of surgical infection, prohibition of intestinal villous atrophie and many psychologic positive effect, are now widely accepted. [6] Toleration of long fasting in children who underwent major surgery is very hard and more problematic than its adult counterpart. Fasting more than 2-3 days in children need to use TPN that has its own problems and costs and complications.
Although, some similar studies are conducted in the past, the current study was one of the few studies performed regarding the children similar studies showed that early oral feeding after elective gastro-intestinal anastomosis is well tolerated, helps in early resolution of ileus, decreased wound infection and short hospital stay. [7] A study conducted in Iran on 110 patients who underwent abdominal surgery revealed that even feeding after 6 h post-operation is well tolerated and it doesn't increase complications. [8] Another study performed on 64 children below 12 years old who underwent intestinal resection anastomosis showed that the start of the feeding before 72 h and after 5-7 days has not any difference in the complications. [9] In a Meta-analysis and systematic review on 11 studies including 837 patients, it was found that long fasting of the patients after the elective gastrointestinal surgery is not useful and the start of early feeding is more beneficial. [5] Another study in Germany on 100 patients who underwent intestine resection anastomosis showed that the start of the feeding 1-3 days after the small bowel and colon resection is well tolerated by most patients and it can be considered as an important strategy after intestinal surgery. [10] Another similar study was conducted in Mexico city. To determine the safety and efficacy of early enteral feeding after distal (ileum-colon) elective bowel anastomoses in children. [11] Another similar study in Zanjan (Iran) showed that in upper gastrointestinal surgery, the early feeding was safe and economical. [12] Our study is unique because it involves children in wide age range and includes both elective and emergent surgeries on small and large bowel. Although, safety and efficacy of the early feeding method is shown in this study, but the limitations should be considered and it is better that this method considered for patients who are stable and had not sever post-operative abdominal distention and vomiting and when the intestinal anastomosis is satisfactory from the technical view, that it will be judged by the surgeon.
CONCLUSION
This study showed that the early feeding after intestinal resection anastomosis in children is a safe method that improves the condition of the patients without increasing the post-operative complications and this increases parents and patients satisfaction. This approach reduces hospital cost and stay also. 
